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Summary Joint metastasis is very rare. It usually presents as a monoarthritis. It is generally
located in the knee and secondary to lung cancer. Prognosis is poor, with a mean survival term of
less than six months. We report the case of a right shoulder joint metastasis from a bronchopul-Metastatic joint
disease;
Lung carcinoma
monary squamous cell carcinoma in a 55-year-old male smoker. The patient presented with an
atypical chronic post-traumatic arthritis, not improved by symptomatic treatment. The diag-
nosis was based on synovial biopsy performed during open surgery. The primitive lung cancer
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Introduction
Joint metastasis is very rare. In the few reported cases [1,2],
the primitive cancer was most frequently lung adenocarci-
noma.
The primitive cancer is usually diagnosed before the
joint metastasis, but metastatic carcinomatous arthritis may
sometimes reveal it. Diagnosis is generally based on joint
ﬂuid cytology or more rarely on biopsy material.
We here report a new case.Case report
A 55-year-old male smoker (40 packets per year) had
received a direct shock to the right shoulder by a heavy
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bject in a work accident, causing painful right upper limb
mpotence. Shoulder contusion was diagnosed, and managed
y symptomatic treatment associated to rehabilitation.
Evolution showed persistent painful stiffness with
welling of the shoulder. X-ray assessment found subchon-
ral cysts in the proximal part of the humerus and inferior
ubluxation of the humeral head (Fig. 1).
The presence of an infectious syndrome (SR 62/95, CRP
3mg/ml, WC 16,500 elts/mm3), shoulder skin scariﬁcation
nd intra- and extra-articular effusion on ultrasound sug-
ested septic osteoarthritis.
Surgical drainage of the shoulder joint found only extra-
rticular effusion in the form of an infected hematoma. The
houlder joint contained a very small quantity of liquid. The
artilage was healthy and the synovial membrane slightly
yperemic. Several biopsies were taken from the capsule
nd synovial membrane.
Serendipitously, chest X-ray revealed a left parahilar
pacity with an irregular contour, strongly suspected to be
alignant (Fig. 2).
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Figure 1 Plain shoulder X-ray: subchondral cysts of the
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Figure 3 Synovial biopsy showing inﬁltration of the synovial
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sumeral upper extremity, inferior subluxation of the shoulder
oint.
Peroperative ﬁndings and the sterility of the joint liquid
uled out infectious origin of the arthritis. A thoraco-
bdominal CT scan, to explore the suspicious lung image,
ound a 4 cm-diameter parenchymal mass of the lingula, sug-
estive of bronchial cancer. The liver and adrenal glands
ere of normal aspect.
Histologically, synovial biopsies showed massive inﬁl-
ration of the synovial membrane by a carcinomatous
roliferation with distinct squamous cell differentiation
Fig. 3), conﬁrming the metastatic origin of the joint pathol-
gy.Currently, the patient was undergoing chemo- and radio-
herapy, with no local improvement and deterioration of his
eneral condition.
igure 2 Plain chest X-ray: ill-deﬁned left parahilar
arenchymal opacity.
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oembrane by carcinomatous tumoral elements (Hematoxylin-
osin× 40). Inset: typical squamous differentiation with
ormation of an keratinous pearl (× 400).
iscussion
etastatic carcinomatous arthritis is rare but can reveal an
verlooked primitive cancer [1—4]. Symptomatology varies,
imicking rheumatoid, inﬂammatory or even septic arthri-
is, as in the present case [5]. However, in the absence
f history of oncology, exploration secondary to trauma
ay incidentally reveal hitherto asymptomatic metastasis
2].
Joint metastases are mainly located in the knee, the
houlder being involved in only one case in ten [1].
The primitive carcinoma should be sought ﬁrst in the
ungs and then in the gastro-intestinal tract. Exception-
lly, the primitive cancer may be located in the kidneys,
ancreas or breast [6]. The present case is histologically
riginal: squamous cell carcinoma, unlike adenocarcinoma,
arely gives rise to bone metastases [7].
Bone involvement in carcinomatous arthritis is usual,
ut the mechanism of synovial invasion remains controver-
ial. Unlike other richly vascularized tissue, the synovial
embrane is, paradoxically, an extremely rare location
or metastasis. In 1996, Thompson et al. [1] reported 30
ases described as synovial metastases, although many of
hem had concomitant periarticular bone metastases. In
997, Hatem et al. [8] found, in addition to their per-
onal observation, only three reported cases of true synovial
etastasis. The synovium is exceptionally affected in the
bsence of periarticular involvement, in particular pre-
xisting subchondral bone metastasis [1,3], although the
rder of events cannot be determined [1,3,6,8]. In the
resent case, the lytic humeral head lesion was probably
elated to subchondral metastasis accompanying synovial
nvasion.
The diagnosis is based on cytologic examination of
ynovial ﬂuid [9] or, better, on histological analysis ofﬁne needle biopsy [4]], samples being taken during
rthroscopy or arthrotomy [2]. The absence of neoplastic
ells in cytological or histological material does not rule
ut localized synovial invasion. The synovial ﬂuid tends to
cas
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be hemorrhagic, but can be inﬂammatory or even puru-
lent [2,7,9]; some authors advise assaying tumor markers
such as carcinoembryonic antigen (CEA) in the synovial ﬂuid
[2,4].
CT scan and MRI may be useful for diagnosis. They reveal,
respectively, infra-radiological bone lesions and incipient
synovial invasion [6,8].
Arthroscopy is of particular diagnostic interest when
there is no joint effusion, and can guide the choice of biopsy
site in localized involvement [2,6,10].
With its whole-body mode and the use of qualitative
methods, ﬂuoro-2-dexoy-d-glucose (FDG) positron emission
tomography (PET) can contribute not only to diagnosis but
also to the assessment of both local and general extension
[11].
These lesions are managed by treating the primitive
tumor. Local treatment is rarely recommended, given the
advanced stage of the cancer and the low life-expectancy,
of less than six months [1,6].
Conclusion
However rare, carcinomatous arthritis should be considered,
even in the absence of any history of cancer, when the clin-
ical history is long, symptomatology is atypical, response to
treatment is lacking and X-ray suggests a destructive pro-
cess.Conﬂicts of interests
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